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DESITIN OINTMENT achieved “signifi- 
cant amelioration” or practically 
normal skin in 96%4% of infants 
and children suffering intense 
edema, excoriation, blistering, 
maceration, fissuring, etc. of con- 
tact dermatitis. This and other re- 
cent studies recommend Desitin 
Ointment as “safe, harmless, sooth- 
ing, relatively antibacterial”...... 
protective, drying and healing.“ 


samples and reprint’ available from 


DESITIN CHEMICAL COMPANY 


70 Ship Street @ Providence 2, R. |. 


new 3 year study’ shows 
“beneficial effect” of 


DESITIN 
OINTMENT 


the pioneer external cod liver oil therapy 


in extensive dermatitis, diaper 


rash, severe intertrigo, 
chafing, irritation (due to 
diarrhea, urine, soaked diapers, etc.) 


Desitin Ointment is a 
Non-irritant, non-sensitizing 
blend of high grade, crude 
Norwegian cod liver oil (with 
its high potency vitamins A and 
D, to benefit local metabolism,! 
and unsaturated fatty acids in 
proper ratio for maximum 
efficacy), zinc oxide, talcum, 
petrolatum, and lanolin. Does 
not liquefy at body temperature 
and is not decomposed or 
washed away by secretions, 
exudate, urine or excrements. 
Dressings easily applied and 
painlessly removed. Tubes of 
1 oz., 2 oz., 4 oz.; 1 tb. jars. 


and Grayzel, R. W.: New 


1. B., 
York St. 3. M. 53:2233, 1953. 
& peg mer C. B., Grayzel, H. G., and Kramer, 8.: Archives 


G., Helmer, C. 8 
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3. Behrman, H. T., Combes, F. C., Bobroff, A., and Levit 
RB: ind. Med. & Surgorgy. 18:512, 1949. iS 
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Mean height and 
weight curves for 
babies fed Lactum 
compared with 
lowa growth stand- 
ards* 


Standards5 01234567 8 9101112 


AGE MONTHS 


HEIGHT 


AMPLE PROTEIN 
FOR 


OPTIMAL GROWTH 


Essential to the NEW BASIC CONCEPT in infant feeding 


Accumulating clinical studies are convincing evi- 
dence of the infant's need for generous amounts of 
protein for optimal tissue and motor development." 


Lactum supplies 16% of its calories as protein, 
providing an ample margin of safety over the Recom- 
mended. Daily Allowance for infants. A typical 24- 
hour Lactum feeding for a 10-pound infant provides 
20 Gm. of protein—25% more than the National 
Research Council's Recommended Daily Allow- 
ance. Babies fed Lactum® consistently show supe- 
rior height-weight ratios (see charts). 

The generous amounts of natural milk protein in 
Lactum also result in an excellent level of satiety. 
Infants tend to have better dispositions and sleep 
better. Night feedings usually can be discontinued 
earlier. 

As an added safety factor, Lactum contains suf- 


ficient added carbohydrate (Dextri-Maltose®) to 
spare protein and permit efficient fat metabolism.'* 


All the natural nutrients of whole milk are retained 
in normal proportions. No natural fat is removed to 
be replaced with cheaper animal or vegetable fats. 
All vitamins and minerals are kept in the original 
amounts. And Lactum formulas provide twice the 
amount of vitamin B, as breast milk. 


Lactum feedings are easy to prepare. One ounce 
of Liquid Lactum to 1 ounce of water, or 1 level 
measure of Powdered Lactum to 2 ounces of water 
make formulas supplying 20 calories per fluid ounce. 


1. Jeans, P. C., in A.M.A. Handbook of Nutriti ed. 2, Ph 
Blakiston, 1951, p. 275; 2. Albanese, A. A.: Pediatrics 8: 455, 1951; 3. Holt, 
L. E., Jr., and Mcintosh, R., in Holt's Pediatrics, ed. 12, New York, Appleton- 
Century-Crofts, inc., 1953, pp. 175-178; 4. Frost, L. H., and Jackson, R. L.: 
J. Pediat. 30: 585, 1951; 5. Jackson, R. L., and Kelly, H. G.: J. Pediat. 27: 
215, 1945. 


Lactum 


the nutritionally sound formula for infants 


MEAD JOHNSON & COMPANY - EVANSVILLE, INDIANA, U.S.A. PMEAD) 
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Now...bananas in ideal form 
for infant feeding 


Besides Strained Bananas, a wide = Years of research were devoted to perfecting 


our Beech-Nut Strained Bananas for the feed- 
; ing of infants. 


Soups, Desserts, 4 Cooked Cereals. 
Made from the choicest fruit, Beech-Nut 


Strained Bananas have the fresh banana flavor 
babies love. Scientific processing retains the fla- 
vor and natural food values to high degree. 


Beech-Nut Strained Bananas are pre- 
cooked, ready to serve right from the jar, or 
beaten into the formula. They retain flavor and 
color even when the reseal glass jar is stored in 
the refrigerator. Like other Beech-Nut Strained 

All Beech-Nut standards of production Foods, they can please your young patients 


and advertising have been accepted by bein th bri . 
the Council on Foods and Nutrition of from the very start—help them thrive nutri- 


the American Medical Association. tionally and emotionally. 


BEECH-NUT FOODS FOR BABIES 
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ORIGINAL ARTICLES, brief reports of 
rare and interesting cases, or new modes 
of treatment are solicited, but none will 
be considered for publication except with 
the distinct understanding that it is 
contributed exclusively to this journal. 
Manuscripts must be typewritten, double- 
spaced, and the original, not the carbon, 
copy submitted. The editor and publish- 
ers will not be responsible for views ex- 
pressed. 


ILLUSTRATIONS, as in the judgment of 
the editor are necessary, will be furnished 
free when satisfactory photographs or 
drawings are supplied. Photographs must 
be clear and distinct: drawings must be in 
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COPYRIGHT. — Original communications 
appearing in this journal are protected by 
copyright and can not be reproduced, either 
wholly or in part, without permission of the 
publishers. 


REPRINTS of articles appearing among 
“Original Communications” may be ordered 
immediately upon receipt of galley proof 
by communicating direct with the publish- 
ers, E. B. Treat & Co., Inc., 45 East 17th 
Street, New York 3, who will supply their 
schedule of prices. 

DISCONTINUANCES. — The publishers 
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Rheumatic-Fever Prophylaxis 


ONE INJECTION MONTHLY 


The streptococcal onset, the rheumatic outcome... 
To arrest the one and avert the other, Injection 
BiciLuin affords prolonged penicillin attack at 
decisive antimicrobial levels. A single parenteral 
dose of 1,200,000 units promotes month-long 
protection against the initiating streptococcal 
infection ... against the resultant rheumatic 


outbreak, progression, relapse.! 


For continuous prophylaxis in the rheumatic- 
fever patient,!.? Injection BIcILLIN offers once-a- 
month convenience and long-term economy . . . 
without the oral-dose risk of interrupted admin- 
istration . .. assures the physician of full control 


of his patient. 


AVAILABLE: Injection 1,200,000 units, 


single-dose disposable syringe (2-cc. size) 


York, p. 114 


Soc. 52:1289 (Dee.) 1953 


PHILADELPHIA 2, 


Streptococcus 
haemolyticus 


1. Stollerman, G. H., and others: 
Antibiotics Annual, 1953-1954. 
Medical Encyclopedia, Inc., New 


2. Houser, H. B.: J. Michigan M. 


INJECTION 


BICILLIN 


LONG-ACTING 


Benzathine Penicillin G (Diben- 
zylethylenediamine DipenicillinG) 
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PEDIATRICS AT THE TURN OF THE CENTURY 
Primary Adenosarcoma of the Liver. 


Report of Case in a Child of Nine Months. 
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Fatal Generalized Vaccinia 


A gentle laxative modifier of milk. One or 
two tablespoonfuls in day's formula —or 
in water for breast fed babies — produce 
marked change in stool. Send for samples. 
BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. Chicago 12, Ill. 


GIVES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the 
distressing spasmodic cough. Also valuable in 
Bronchitis and Bronchial Asthma. 
In four-ounce original bottles. A teaspoonful every 
3 to 4 hours. 

Extensively Used in Pediatric Practice. 


GOLD PHARMACAL CO. NEW YORK CITY 


id 
232 
....... 232 
| 
in 
a 
whooping 
cough 
| 


“OD SLONGOUd 3YOLS AYIDOUO OZZ FY) JO JO pury Aue 


]]9 OF UMOYS ATEN “UE FY) JO JO puly Jayio Aue 
-u310d UaAq * * * AUR JO Ajispe 
ISIMIJ SMOYS * * * pur 
‘Apogoys Aq jO ay) ul paysodas sy 


ISOW ‘AJauuyap SZuisamsur {77 94} jO 


jnods Supnog-Asey ‘MIN 4 


‘uonsanb ur 

ay) Ady) JayqiayM payse asayq 
JUapUadapuU! Ue Aq pauOTIsanb sem 


LSITWWIDAdS DIMLVIG3d GILSIT 


4 
fr 
H = \ 
2 
{ 
4 
6 
» 


BETWEEN 


WHAT 
THEY 
NEED 


and 


WHAT 
THEY 
EAT 


Pluravit® 


Drops 


Pellets 


A simple means of protecting youngsters against their 
own nutrition faults is the prescription of Pluravit—a 
combination of vitamins needed during the years when 
growth and energy demands are high, in the form of 
Drops and Pellets. 


Plaravit Drops, added to formula or beverage, 
disperse readily and uniformly; do not adhere to 
glass or float on surface, assuring full utilization. 
Excellent stability. Bottles of 15 cc. with dropper. 


Plaravit Pellets are small and easily swal- 
lowed. Bottles of 30, 100 and 1000 pellets. 


WINTHROP-STEARNS INC. 
New York 18, N.Y. © Windsor, Ont. 
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WINTHROP 


Pluravit, trademark reg. U.S. Pat. Off. 
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Simplified 
control of 


Childhood 
Asthma 


Nephenalin’ 


PepiatrIic 


Contains aludrine (isopropyl! arterenol) 
HCI 5 mg. in outer coating. Tablet 
core provides theophylline 100 mg. 
(1% gr.), ephedrine sulfate 12 mg. 
(ie gr.), phenobarbital 8 mg. (% gr.) 


“Gives effective relief in 
approximately . . .” 
“Is relatively free from un- 
pleasant side effects . . .” 
no deleterious effects 
were noted ...* 


With just one NEPHENALIN PEpI- 
atric tablet, held under the tongue 
for 5 minutes, then swallowed, 
asthma attacks are relieved 
promptly and effectively. 

Bottles of 20 and 100 square, 
red tablets. 


*Duke University study of 50 children: Dees, 
S.C., et al., Ann. Allergy, 11:297, 1953. 


155 East 447Tu Street, New York 17, N.Y. 


4u.s.p. Pancreatin 


An accepted clinically effective* 
preparation in the treatment 
of disorders due to pancreatic 


insufficiency. 

* Shwachman, H., Children’s Hospital, Boston; The Child in 
Health and Disease, Grulee and Eley, 2nd Edit 


Butler, A, Harvard Medical School, private communication 


Royce, S., Los Angeles Hospital, private communication 


Clay, W A, Frank, D W., and Logan, V W, 
Studies on the Therapy of Pancreatic insuffi 
ciency, Gastroenterology, 26, 2, (1954) 


Write for Literature 


VioBin corporation 
MONTICELLO, ILLINOIS 
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he'll never outgrow 


DROPS—-KAPSEALS’ 


ABDEC Drops and ABDEC Kapseals provide your patients 
with important vitamins throughout their formative, ado- 
lescent,and adult years. Whether prescribed prophylac- 
tically or therapeutically, ABDEC assures comprehensive 
multivitamin supplementation. 


In each 0.6 cc. of ABDEC Drops: 

VitaminA . . .. . 5,000units Vitamin B, (pyridoxine hydrochloride) . . 1 mg. 
VitaminD .. . . 1,000 units Pantothenic Acid (as the sodium nes . « 2mg. 
Vitamin B, (thiamine hy drochloride) . Llmg. Nicotinamide . Smg. 
Vitamin B, (riboflavin) . . - O4Amg. Vitamin C (ascorbic acid) « 


In each ABDEC Kapseal!: 

VitaminA . . . + ~10,000units Vitamin B,, (crystalline). . . 2mceg. 
VitaminD .. . . 1,000 units Pantothenic Acid (as the sodium n salt) . Smg. 
Vitamin B, (thiamine hydrochloride) Smg. Nicotinamide . . 
Vitamin B, (riboflavin) . . . .3mg. Vitamin C (ascorbic acid) - 75mg. 
Vitamin B, (pyridoxine hydrochloride) - 15mg. Mixed Tocopherols (vitamin E factors) . « Smg. 
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pain... 


no 
memory... 


Suievp your pediatric patients from 
possible nightmares of surgery. With 
PeENTOTHAL Sodium administered rec- 
tally, your little patient never knows 
the traumatic experience of surgery. 


Instead, he drops off to sleep in his 
own bed before the operation, wakes ther 
afterward. 


Levels ranging from preanesthetic 
sedation to basal anesthesia are possi- 
ble with individualized dosages of 
Rectal PenroruaLt. Emergence delir- 
ium and postanesthetic nausea are 
minimized. Rectal PeENtoTHAL also 
may be used to reduce the dosage of 
inhalation agents and so speed 


the patients’ post- 
operative recovery. Abbett 


Send for literature on Rectal Administration of PENTO- 
THAL. Write Abbott Laboratories, North Chicago, Ill. 


PENTOTHAL’ SODIUM 


(Sterile Thiopental Sodium, Abbott) 
BY 


RECTUM 
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CHLORIDE 


FITS YOUR TREATMENT TO THE CAUSE 


FECAL IRRITATION 


Dipame PERI-ANAL 


FOR: Peri-Anal Dermatitis 

CRITERIA: Inflammation centered around the anus 
from 3 to 4 cms. in diameter and frequent stools. 
CAUSE: Transitional stools in the newborn, 
diarrhea or following oral antibiotics.! 

MODE OF ACTION: Provides a skin coating with a 
competitive protein substrate, plus anti-enzymatic 
and antibacterial action in a water-repellent, 
cod-liver-oil base. 2.3 


URINE IRRITATION 


Dispaene OINTMENT 


FOR: Ammonia Dermatitis 

CRITERIA: Presence of ammonia odor and buttock- 
inflammation in apposition to wet diaper. 
CAUSE: Free. ammonia liberated by urea- 
splitting organisms. 

MODE OF ACTION: Prevents ammonia formation 
in voided urine with an antibacterial in a water- 
miscible base*.5 . . . adjuvant therapy to routine 
Diaparene Rinse impregnation of diapers.7.6 


1, Manheim, S. D., et al: “Further Observations on Anorectal Complications Following Aureomycin, Terramycin and 


Chloromycetin Therapy.” N. Y. State Jrni. Med., 54:37-1, Jan., 1954. 


2. Curry, J. C. and Barber, F. W.: Bacteriological Proceedings, 1951, of The Society of Am. Bact., page 23. 


3. Grossman, L., St. Francis Hospital, Miami Beach, Fla., to be published. 
4. Niedelman, M. L., et al: Jrnl. Ped., 37:762, Nov., 1950. 
5. Bleier, A. H., et al: Arch. Ped., 69:445, Nov., 1952. 


hp) PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, W. Y. TORONTO 10, CANADA 


6. Benson, R. A., et al: Jeni. Ped., 31:369, Oct., 1947. 
7. Ibid: Jeni. Ped., 34:49, Jan., 1949. 
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THE HYPERVENTILATION SYNDROME 
IN CHILDHOOD* 
REPORT OF Two CASES 


James B. GILvespie, M.D. 


Urbana, III 


Hyperventilation is of common occurrence in a clinical practice 


involving adult patients. In the usual instance it occurs as an 
acute, transitory episode characterized by gross hyperpnea and 
culminating in frank tetany. The strikingly acute forms of this 
syndrome are thus easily recognized. Attention has been called 


to the fact that when chronic patterns develop, various symptoms 
infrequently linked with the hyperventilation syndrome become in- 
creasingly prominent’. Under such circumstances, diagnosis may 
be more difficult. 

Most often hyperventilation is of psychogenic origin and occurs 
in unstable persons who are tense, anxious or depressed*. Similar 
patterns, however, have been observed secondary to central ner- 
vous system disorders, such as encephalitis and drug encephalo- 
pathies* *, The experiences of terror, violent anger, severe pain, 
or other intense emotions may be productive of this type of 
dyspnea. It may occur during real anxiety and in episodes of 
anxiety neurosis. In certain situations, hyperventilation repre- 
sents an hysterical conversion symptom, affecting the relief of an 
emotional tension. Hyperventilation occurs at high altitudes 
where the physiologic effects of anoxia provoke overbreathing 
through reflex mechanisms. 


*From the Department of Pediatrics, Carle Memorial Hospital and Carle Hospit 
Clinic, Urbana, Illinois. 
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Respiration is controlled by both reflex and chemical mech- 
anisms. The variations in respiration which occur during daily 
routine are caused chiefly by reflex phenomena. Afferent stimuli 
from any body organ, or on the basis of emotional alterations, 


may cause pulmonary ventilation to be increased beyond the level 


required by the metabolism of the body. This reflex increase in 
respirations furnishes the physiologic basis for many of the symp- 
toms of the psychoneurotic patient. The patient may complain pri- 
marily of dyspnea or, rather, may complain of resultant symptoms, 
being unaware of the increased pulmonary ventilation. 

The symptoms developed during hyperventilation are much the 
same regardless of etiology. They include numbness and tingling 
of the hands, feet and face; buzzing in the head; varying degrees 
of reduction in the level of consciousness, described as vertigo, 
faintness or light headedness; blurring of vision; dryness of 
mouth; and stiffness of the muscles and tetany. With reduction 
in the level of consciousness, anxiety, weeping and other hysterical 
reactions are common. 

The sequential physiological changes responsible for the sympto- 
matology have been outlined by Wiggers’. Reduction in alveolar 
CO, through hyperventilation causes acapnia, which is followed 
by alkalosis. These alterations in chemical environment seem to 
affect the metabolism of the cortex, as evidenced by alterations in 
the electroencephalogram, and the oxygen consumption of cere- 
bral tissues is enhanced. Cerebral blood flow is reduced, owing 
to constriction of cerebral vessels, sometimes aided by lowering 
of systemic arterial pressure. The state of alkalosis produced may, 
under certain conditions, reduce the ionized calcium in the blood 
without necessarily affecting the total calcium. Such reduction 
in ionic calcium increases the excitability of peripheral sensory 
nerves, which manifests itself as numbness and tingling, and of 
motor nerves by producing various stages of tetany. 

In addition to acceleration of the heart, other cardiac changes 
have been reported. The systolic discharge and minute output 
are said to decrease, and electrocardiographic changes suggestive 
of coronary insufficiency have been reported. 

A correlation between reduction in consciousness and slowing 
of electroencephalographic frequency has been recorded’. The 
authors noted that high blood sugar, high oxygen tension, and 
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the recumbent position diminished electrocephalographic slowing. 
Intravenous injections of calcium chloride and nicotinic acid had 
no effect on the electrocephalogram during hyperventilation, and 
tetany was unrelated to the electrocephalogram and occurred twith 
longer periods of hyperventilation. Actual syncope was unusual 
during hyperventilation. 

In 1920, Grant and Goldman’ produced convulsions by hyper- 
ventilation. Clinical seizures of the petit mal type may often be 
induced by deep breathing which need not be carried to the point 
of alkalosis*. Grand mal seizures are rarely produced by this 
means. 

The relative frequency of the hyperventilation syndrome in wo- 
men as compared to men has been commented upon by Schim- 
menti®. However, scant attention has been given to the occurrence 
of this syndrome in childhood, as judged by the absence of docu- 
mented cases in the pediatric literature of the past ten years. More- 
over the condition has not been mentioned or described in recent 
standard pediatric texts. It may be assumed, nevertheless, that 
the factors operating to produce such a syndrome in the adult 
may produce similar symptoms in children with personality dys- 


function, as anxiety neurosis or hysteria. It would be anticipated 


that its occurrence will be more frequent in children at an age 
in which marked emotional disturbances are especially common. 
This would certainly include girls and boys within the pubertal 
and “teen” age ranges. 

Two “teen”’-aged girls, who have demonstrated the acute hyper- 
ventilation symptom complex on one or more occasions, have been 
observed. These two patients are reported because of the ab- 
sence of similar reports of this syndrome in patients of the younger 
age groups in the pediatric literature. 

CASE REPORTS 

Case 1. W. J., female, age 13 years, had always been in good 
general health except for repeated attacks of tonsillitis. Adeno- 
tonsillectomy had been performed in 1946. She had never 
menstruated, 

On September 8, 1948 she complained of malaise, and the next 
day she was brought home from school because of severe head- 
ache and repeated emesis. 
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She appeared critically ill and was pale and disoriented when 
admitted to the Carle Memorial Hospital on September 9, 1948. 
The skin was cold and clammy, vomiting was recurrent, and she 
complained of numbness of the hands and feet. She was somnolent. 


poorly responsive, and respirations were shallow. A history of 


injury or poisoning could not be obtained. 

The temperature was 35.5° C.; pulse, 130, and blood pressure 
110/60. Physical examination, except for the findings previously 
noted, was non-informative. Neurological examination was nega- 
tive. Hemogram disclosed the hemoglobin to be 13.8 grams: 
erythrocytes, 4,360,000; and leucocytes, 11,300 with 61 per cent 
neutrophiles, 37 per cent lymphocytes, and 2 per cent eosinophiles. 
Urinalysis was negative. Spinal fluid examination showed 1 
lymphocyte per cmm.; protein, 29 mg. per 100 cc.; and sugar, 
103 mg. per 100 cc. The fundi were normal, media clear, and 
extraocular movements and reflexes normal. Gynecological ex- 
amination disclosed a normal juvenile pelvis. 

An infusion of 5 per cent dextrose in saline was administered, 
and added heat was provided for the bed. Within three hours 
there was improvement with the temperature 37° C. and the 
pulse 90. 

On September 10 she complained of headache and vertigo. Ke- 
peated leucocyte and differential counts were within the normal 
range. The diagnosis of hysteria was made and she was dismissed 
from the Hospital on September 11, 1948. 

The patient remained in bed at home for several days and was 
then permitted up for short periods. On September 15, 1948, 
she was seen at home in an episode of clear-cut hysteria with 
crying, restlessness, headache, and complaint of numbness of the 
hands and feet. She was markedly hyperpneic, expressed fear of 
dying, and was quieted with sedation and reassurance. <A diag- 
nosis of hysteria with acute hyperventilation was made at that 
time. 

Subsequently she suffered no further episodes of hysteria, 
hyperpnea, or other functional manifestations during a two-vear 
period of observation. 

Case 2. A. E., female, age 13 years, had been in good general 
health except for multiple exostoses which were symptomless. She 
was a high-strung, tense, hyperactive, irritable girl with parents 
who were also tense and emotional. 


| 
| 

4 

q 

| 

: 

| 
‘ 

4 

4 

| 

j 

a 
= 

= 


Gittesrie: The Hyperventilation Syndrome 201 


On February 5, 1952 she complained of headache, nausea and 
malaise. Vomiting with mild diarrhea occurred on February ©. 
On examination that day she did not appear acutely ill, The 
temperature was 36° C., marked hyperpnea was present, and both 
hands were held in the carpopedal position, The pharynx was 
mildly injected, and the odor of acetone was apparent on her 
breath. A hemogram was within the normal range. She was 
given an infusion of 5 per cent dextrose in saline, intravenous 
calcium gluconate, and parenteral penicillin, Diagnosis on this 
occasion was a “grippal” infection with vomiting and resultant 
alkalosis. 

There was no recurrences until June 1952, when she attended a 
summer camp for girls. On June 22 she sutfered mild otitis 
media. A week later, following attendance at a movie, vertigo, 
headache, hyperpnea and complaint of faintness occurred, The 
hands assumed the carpopedal position, and the legs and arms 
were stiff. Sedation was prescribed by the camp physician, and 
symptoms subsided within eight hours. Three identical episodes 
occurred within the subsequent week, and she was brought home 
from camp. 

On examination July 28 weight was 101 pounds and height 
61 inches. The blood pressure was 126/80, and the vision was 
20/30 in the left eye and 20/50 in the right eve. Physical ex- 
amination, otherwise, was non-informative. The hemogram and 
urinalysis were within normal limits. The serum calcium was 
10.6 mg. per 100 cc. and the serum phosphorus was 3.7 mg. per 
100 cc. X-ray of the skull was negative. The consulting ophthal- 
mologist found the fundi normal and noted the reduction in visual 
acuity; in his opinion the headaches were not on an ocular basis. 
The diagnosis of hyperventilation syndrome with multiple trigger 
mechanisms was mace. 

Vomiting from both psychogenic and organic causes and per- 
haps migraine, were productive of the hyperventilation syndrome 
in this patient. Phenobarbital several times daily was prescribed 
for two months, and Cafergot was advised in event of a migraine 


episode. There were no recurrences of these episodes in the 


subsequent eighteen months and she continued to lead a very 


normal life. 
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COM MENT 


Both of the reported female patients were high strung, emo- 
tionally unstable, hyperactive and tense. The first patient had 
suffered considerable emotional upset occasioned by the death of 
her father. At the time of her illness the mother was contem- 
plating remarriage and had discussed this with the children. The 
family resources were limited, and inability to dress and do as 
her school classmates had been a source of aggravation to the 
patient. 

The second child was a member of a family in which both par- 
ents had been divorced and remarried. The parents of this patient 
were particularly tense and emotional, and she and her father were 
in frequent conflict. 

In both girls the episodes, while recurrent, were of an acute 
type and did not become chronic. For many months neither girl 
has had complaints of a functional nature. 

Treatment of the hyperventilation syndrome depends largely on 
the diagnosis which enables the physician to offer an explanation 
of the condition to the patient and the family. By avoiding the 
practice of forced breathing, by temporarily holding the breath, 
or by rebreathing air exhaled into a paper sack, the patient may 
bring about alleviation of symptoms within a few minutes. By 
means of these measures carbon dioxide is allowed to reaccumu- 
late in the alveolar air. 

It is probable that hyperventilation syndrome in children is not 
as rare as the absence of reports in the literature would indicate. 
Attention is called to the occasional occurrence of this symptom 
complex in patients of pediatric age, since such children may have 
bizarre complaints and the exact diagnosis may be in doubt unless 
the occurrence of hyperventilation syndrome is borne in mind. 
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FIEDLER’S MYOCARDITIS* 
REVIEW OF THE LITERATURE WitH Report or A CASE 


A, Et Guotmy, M.B.; S. Atparos, M.D.; 
M. Et Nasawy, M.D. ann Mampoun Gasr, M.D. 
Cairo, Egypt. 

Fiedler, in 1899", described five cases in adults who showed an 
isolated form of acute interstitial inflammation of the myocardium. 
Since then, several cases were described in the literature, especially 
in Germany. Few cases, however, were described from other 
countries until 1929 when Scott and Saphir? drew attention to 
that disease in the U.S.A. Several cases of the disease in young 
adults were described from various countries since that time under 
different names: isolated myocarditis, interstitial myocarditis, 
acute myocarditis, subacute myocarditis, fibrinous myocarditis, pro- 
ductive myocarditis, etc.*. The disease, however, seems to be 
rare in infancy and childhood. Conlin and Mantz‘, in 1953, found 
only 26 cases in infants below 22 months. The first case in a child 
was reported by Zuppinger’, in 1901. Several cases were later de- 
scribed in that age period®*. There is little data as to the incidence 
of the disease in infancy and childhood. Saphir'* found three cases 
of Fiedler’s myocarditis in a series of 97 autopsies of myocarditis 
from various causes in childhood, excluding infectious diseases. 

The pathological changes in Fiedler’s myocarditis are not spe- 
cific in the anatomic sense’ ®. Classically defined, Fiedler’s myo- 
carditis is an isolated involvement of the myocardium by a diffuse 
non-specific inflammatory process without involvement of the 
endo- or pericardium’. The disease, as first described by Fiedler 
is an interstitial inflammation. He did not describe parenchymatous 
changes in the myocardium, but Schmorl, who studied Fiedler’s 
cases microscopically, found definite parenchymatous changes in 
some of the hearts. Actual muscle fibre degeneration and fragmen- 
tation was later reported in some cases’ '*, but extensive necrosis 
of the muscle fibres was not reported’. The type of cellular in- 


filtration present is mainly lymphocytic, but plasma cells, histio- 


cytes, mononuclears and polymorphs may also be encountered'™ 
Even cases with eosinophilic infiltration were described’. Everly 


*From the Pediatric Department, Kasr El Aini Faculty of Medicine, and the Patho 
logical Department, Abbassiah Faculty of Medicine, Cairo, Egypt. 
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and Marshal, however, consider it safer to restrict the term Fied- 
ler’s myocarditis to those cases where the inflammation is mainly 
lymphocytic’. A perivascular distribution of the inflammatory 
cells is sometimes conspicuous, but these perivascular accumula- 
tions never resemble rheumatic myocarditis’. The degree of cellu- 
lar infiltration varies, sometimes only small foci of subacute 
inflammation being present*’*'*. A granulomatous form of 
Fiedler’s myocarditis was described by Saphir’, in 1941, and he 
states that if syphilis and tuberculosis could be excluded in such 


granulomatous forms they should be considered examples of 


Fiedler’s myocardits was described by Saphir’, in 1941, and 
similar collagen diseases should be excluded in such granulomatous 
forms and the term Fiedler’s myocarditis should be better re- 
stricted to the diffuse infiltrative form'®. Boikan*’, in 1931, de- 
scribed a chronic type of the disease with evidence of healing in 
the heart, but Everly and Marshal state that “ta reparative proc- 
ess is absent in Fiedler’s myocarditis.” The endocardium was not 
affected in all reported cases. Endocardial thickening may some- 
times be present’ ®, This endocardial thickening is common as 
a secondary response to anoxia in many cases of myocarditis*’. 
The cases that were described with marked endocardial fibrosis 
were actually examples of endocardial fibroelastosis’’ **. This 
confusion is due to the fact that occasional myocardial changes may 
be present in endocardial fibroelastosis secondary to the endo- 
cardial lesion**. All cardiac chambers may be affected in Fiedler’s 
myocarditis. The left side of the heart, the left ventricle in particu- 
lar, is usually more affected by the infiltration than the right side’’. 

The disease is commonest in young adults, but apparently any 
age may be affected. Cases were described in newly born infants”, 
and many cases of so-called congenital idiopathic hypertrophy of 
the heart are examples of Fiedler’s myocarditis”. It is classically 
described to give rise to a picture of acute congestive cardiac failure 
with a rapidly progressive course terminating fatally in a few weeks 
time. Sudden death is common, and the possibility of Fiedler’s 
myocarditis should be considered in any case of sudden death in 
the young™. Other cases were described to run a_ protracted 
course; one of Fiedler’s original five cases lived for a long time! 
and proved cases were reported with a history of several years 


duration!” 16 21. 25, 
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Clinically, a low grade fever is commonly present’. The heart 
is enlarged with tachycardia, gallop rhythm, and no significant 
murmurs, evidence of congestive heart failure, viz., dyspnoea, 
cyanosis, oedema of lower limbs, congested neck veins and con- 
gested liver are present to a variable extent. Chest pain may be 
complained of in adults. Cardiac thrombi and embolic phenomena 
are common in the lungs and peripheral vessels*. Cardiac ar- 
rythmias are not rarely associated with the disease, especially in 
infants. Three cases of paroxysmal tachycardia in infants proved 
at autopsy to be cases of isolated myocarditis”. 

Investigations are of little value in the diagnosis. X-ray shows 
a generalized enlargement of the cardiac silhouette, and electro- 
cardiographic changes of myocardial strain are present. <A 
prolonged conduction time and cardiac arrythmias may be en- 
countered’, The blood count and sedimentation rate are usually 
within normal limits. 

The clinical diagnosis of Fiedler’s myocarditis is usually made 
by exclusion®*®, All causes of myocarditis should be excluded be- 
fore the diagnosis of isolated myocarditis is ventured. Common 
causes of cardiac disease are easily ruled out; thus myocardial 
diseases secondary to infectious toxins, nutritional disorders or 
other systemic diseases are easily diagnosed by the presence of the 
primary cause. 

Congenital heart disease rarely is present without murmurs and 
even then angiography and cardiac catheterisation settle the 
diagnosis. Rheumatic carditis is almost always associated with 
clinical evidence of valvulitis as well as definite rheumatic history. 
Cases of rheumatism in infancy may be a real difficulty, due to 
the bizarre form of rheumatism at that age*’. There are instances 
on record of rheumatic myocarditis without endocardial or val- 
vular involvement’. The diagnosis in such cases may be settled 
only at autopsy. Many of the reported cases of Fiedler’s myo- 
carditis were clinically diagnosed as pericardial effusion’* **, This 
difficulty arises due to the low pulse pressure, pulsus paradoxus, 
distant heart sounds, as well as the radiological and electrocardio 


graphic changes. Pericardial tapping is of course diagnostic. Rare 


forms of primary myocardial disease in young infants, viz., glycogen 
storage disease, aberrant left coronary artery and medial necrosis of 
the coronaries usually manifest themselves before the first six 
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months of life and they are rarely associated with evidence of 
congestive cardiac failure*'. The rare forms of endocardial fibro- 
elastosis not associated with cardiac murmurs may be impossible 
to diagnose from Fiedler’s myocarditis before autopsy. Rosen- 
baum, however, states that the diagnosis of Fiedler’s myocarditis 
in such cases should be entertained if the infant is beyond six 
months of age, with evidence of congestive heart failure, abnormal 
heart sounds and a good response of the congestive failure to digt- 
talis therapy*'. 

The difficulty in diagnosis of Fiedler’s myocarditis does not only 
face the clinician but may also be present at the time of autopsy”. 
It may sometimes be necessary to examine numerous sections from 
various blocks of the heart before the diagnosis is made* '. It is 
important to make a complete autopsy of all organs with careful 
microscopic examination in order to exclude pathologically all 
possible causes of myocarditis before diagnosing isolated myo- 
carditis. Many rare diseases, such as trichinellosis and blastomy 
cosis, should be carefully looked for", 

Many etiological! factors were held to be responsible for the 
disease. Probably cases of Fiedler’s myocarditits may be of varied 


etiology with a common pathological picture’* 


Miedler’s myo- 
carditis was at one time thought to be the cause of sudden death 
in status thymolymphaticus and several reported cases were asso- 
ciated with enlargement of the thymus'' '’. This was not, however, 
later confirmed. An allergic origin of the carditis is still con- 
sidered by many authors to be present. A common association of 
eczema was reported by several authors’. Allergy to drugs, espe- 
cially sulphonamides, is said to produce similar myocardial 
changes*'. A virus infection of the myocardium was also suggested 
as a possibility. Fiedler himself, in his original description of the 
disease, suggested that a microparasite may be responsible for the 
condition’. Helwig and Schmidt*®, in 1945, isolated a virus from 
anthropoid apes dying of interstitial myocarditis. No evidence of 
such virus infection, however, was present in the reported cases. 
Saphir’, in 1941, drew attention to the common association of 
upper respiratory infection in cases of Fiedler’s myocarditis. This 
was also noticed by other authors‘, but the definite relationship 
between these two conditions is unknown. Nutritional disturbances 


were also suggested as etiological factors. Myocarditis, similar to 
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those present in beriberi, were occasionally described in a few 


cases* ', but no evidence of vitamin deficiency was present in these 
cases. Deficiency of potassium was lately reported to produce a 
myocarditis in rats**, but potassium deficiency was never reported 
in isolated myocarditis. It is safer at the present time to consider 
that the etiology of Fiedler’s myocarditis remains unkrown. 

Due to paucity of reported cases of Fiedler’s myocarditis in in- 
fants, the following case report may be of interest. 


CASE REPORT 


H.G., a boy, aged 20 months, was admitted to hospital on March 
12, 1953 with the complaint of dyspnea, severe cough, slight cy- 
anosis and vomiting for the last two months. The symptoms were 
gradually progressive, with loss of weight and appetite. 

The patient was a breast-fed baby, born at full term after an 
uneventful pregancy. He developed normally and had no special 
infectious diseases or other maladies during his first 18 months of 
life. There was no family history of significance. 

Examination revealed: a moderately built infant, weighing 9% 
kilos, markedly dyspneic, respiratory rate 65 per minute with 
marked contraction of accessory respiratory muscles. There was 
a subcyanotic tinge of the lips and a puffy face. There was no 
clubbing of the fingers. The feet were slightly edematous. A low 
grade fever was present. Pulse 128 per minute; blood pressure 
100/65. Neck veins were full and slightly pulsating. Heart: apex 
in the sixth space anterior axillary line, diffuse but not well seen. 
There was dullness for 1% inches in the second left intercostal 
space. The heart sounds were faint and a gallop rhythm was 
heard just inside the apex. No murmurs were audible. Peri- 
cardium was tapped and a few centimeters of clear fluid could be 
aspirated and proved to be a transudate. 

Examination of the chest revealed a few fine non-consonating 
crepitations over both bases. 

The liver was enlarged three fingers under the costal margin, 
firm and very tender. No ascites was present. There was no 
palpable spleen, and the thymus and lymph glands were normal. 

The nervous system was free and knee jerks were present. 

Investigations. The blood showed moderate anemia: Hemo- 
globin, 55 per cent; R.B.C., 2,500,000; W.B.C., 10,000; polys, 
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49 per cent; lymphs, 44 per cent; monos, 5 per cent; eosins 2 per 


cent; erythrocyte sedimentation rate, 10 mm. per hour. 

Urine was normal apart from a faint trace of albumin. Stools 
were free. 

Tuberculin reaction: negative. Stomach wash for T.B.: nega- 
tive. Cold agglutinins: negative. Blood urea: 30 mgm. “% 

Electrocardiogram: left ventricular strain pattern in a vertical 
heart, hypertrophied. 

X-ray: Huge diffuse enlargement of the cardiac shadow. The 
cardiac borders were ill-defined; the radiological picture suggested 
myocardial lesion of the heart, with flabbiness of the cardiac muscle. 
There was enlargement of both ventricles in the left oblique view. 
There was no enlargement of the left auricle in the right oblique 
view, the whole oesophagus being displaced backwards by the en- 


larged heart (Figs. 1 and 2). 


Fig. 1. Anteroposterior radio- Fig. 2. Left oblique radiogram 


gram showing flabby enlarged showing enlargement of both 
heart. ventricles. 


Screening revealed slight pulsations of the heart, hilar congestion 
but no hilar dance. 

Progress: The clinical manifestations of cardiac failure pro- 
gressed in spite of medical treatment by digitalis and antibiotics. 
The patient died on April 11, 1953 and autopsy was carried out. 

Autopsy. The heart was definitely enlarged, weight 130 gm. 
(normal for that age 48 gm.). The left ventricle was hypertrophied 
and dilated; its wall was 6 mms. thick. The right ventricle was 
also hypertrophied and dilated to a less extent; its wall was 3 mms 
thick. The myocardium of both ventricles showed some toxic de- 
generation, The endocardium was opaque, especially in the left 
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auricle. The valves were all normal and shiny. The pericardial sac 
contained less than 10 cc. of clear fluid ; the two layers were smooth 


_ 3. (Top) Low power (X 100). Cellular infiltration 
under pericardium and in between muscle fibers. 
4. (Bottom) High power (X 330). Lymphocytic 
infiltration between muscle fibers. 
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and shining. There was only a small hemorrhagic spot, traumatic in 
origin, from the aspiration needle. No congentital abnormalities 
were present and the coronary arteries were normal. 

Microscopically. The interstitial tissue of the ventricular and 
auricular myocardium showed dilatation and injection of the blood 
vessels. There was peri- and paravascular cellular infiltration which 
was seen localized and diffuse in various blocks cut from the four 
chambers of the heart but mainly affecting the left ventricle. This 
cellular reaction was also extending under the pericardium and in 
between the muscle fibres in various proportions. The cells were 
mainly lymphocytes and to a slight extent small histiocytes. There 
was a notable absence of polymorphs and Achoff’s cells (Figs. 
3 and 4). Few foci of early necrosis were also visible in some 
blocks together with some early fibroblastic reaction, but there was 
no evidence of any marked fibrosis. The endocardium showed no 
excessive deposition of any collagenous or elastic tissue as proved 
by van Gieson stain. There were no microscopic abnormalities in 
the valves, coronaries or pericardium. 

The lungs, spleen, intestines and kidneys were all the seat of 
chronic venous congestion. 

The lungs showed numerous hemorrhagic infarcts of various 
shapes and sizes, but there was no evidence of bronchopneumonia, 
fibrosis or any changes in the pulmonary vasculature. 

The liver presented the appearance of a nutmeg liver besides 
an early microscopic picture of mono- and multilobular cirrhosis 
which was most probably dietetic in origin. There was no evidence 
of bilharziasis. 

All other organs, including endocrines and thymus, were found 
normal and showed no congenital abnormalities. 

COMMENTS 

Although several cases of Fiedler’s myocarditis in infants were 
reported from Germany and U.S.A., very little interest in that 
disease was present in other countries. The first case of [iedler’s 
myocarditis in an infant was described in England in 1948"°. The 
above reported case is the first case of Fiedler’s myocarditits re- 
ported from Egypt. 

The reported case was presented clinically as a case of heart fail- 
ure of unknown etiology. There was no history or clinical evidence 
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of infection or disease that could secondarily affect the myocardium 
with resultant failure. The sudden onset at one and a half years 
and the absence of clinical evidence of congenital heart disease 
ruled out that condition as a cause. The age, the absence of rheu- 
matic history, the absence of murmurs, as well as the absence of 
any other rheumatic manifestations, were strong evidences against 
the diagnoisis of rheumatic carditis. It was, however, difficult to 
rule out that possibility altogether before death. Rare forms of 
primary myocardial disease in infancy, such as glycogen storage 
disease, aberrant coronary artery, congenital hypertrophy of the 
heart, medial necrosis of the coronary arteries, were excluded by 
the age of onset of the disease as well as the absence of character- 
istic electrocardiogram changes. In spite of the absence of mur- 
murs, the possibility of endocardial fibroelastosis could not be 
absolutely eliminated on clinical grounds. Few cases without mur- 
murs were recently described*'. The left ventricular preponderance 
present in our case is a common feature in that disease. Fiedler’s 
myocarditis, however, was felt to be the most tenable clinical 
diagnosis. 

Autopsy confirmed the diagnosis of Fiedler’s myocarditis in 
that case. The typical features of that disease were present : 

1. An absence of endocardial or pericardial involvement. The 
slight thickening of the endocardium of the left auricle was re- 
ported to occur in many cases of Fiedler’s myocarditis , 

2. There was no extra cardiac lesion, pulmonary, renal, en- 
docrine or otherwise, that could account for the cardiac condition. 

3. The typical myocardial changes of Fiedler’s myocarditis were 
all present in this case: A diffuse cellular infiltration mainly 
lymphocytic in the interstitial tissue and in between the muscle 
fibres. ew foci of degeneration of the muscle fibres were present 
and there was a slight fibroblastic reaction in some areas but no 
gross fibrosis. The absence of any polymorphic infiltration in our 
case was characteristic. There was also a definite perivascular and 


subpericardial collection of the infiltrating cells. This was reported 
by several authors. The brunt of the lesion in our case affected 


the left ventricle. This was usual in most of the reported cases ™, 
Rheumatic myocarditis was definitely excluded in this case, due 
to the absence of any endothelial reaction as well as the different 


type of cellular infiltration present. 
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No evidence of subendocardial sclerosis (endocardial fibroelasto- 
sis) was present. The fibroelastic tissue of the endocardium was 
normal. 

The multiple pulmonary infarctions were characteristic in the 


reported case. They are most probably secondary to cardiac 


thrombi which commonly occur in Fiedler’s myocarditis”. 

No conclusion as to the etiological factor in the reported case 
could be made out. The early dietetic cirrhosis of the liver is ap- 
parently an associated feature. Saphir stated that it cannot be 
related to the cardiac condition". 

SUMMARY 

The literature on Fiedler’s myocarditis is reviewed with special 
reference to the disease in infants and children. 

A. case of Fiedler’s myocarditis in an infant 20 months old, 
verified by autopsy, is reported. The importance of Fiedler’s myo- 
carditis as a cause of obscure heart failure in the young is stressed. 
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THE DIAGNOSIS AND TREATMENT OF MENINGITIS 
IN CHILDREN* 


L. Hoyne, 
Chicago 


Most of the acute infectious diseases have made a phenomenal 


decline’? in prevalence during comparatively recent times. But 


the incidence of meningitis seems to vary much the same as tt 
has in the past. In respect to meningococcic infections this is not 
strange because there is no method for active immunization and the 
source of infection is seldom known. Furthermore, neither race, 
state of nutrition or sanitary conditions appear to be an important 
influence in resistance to meningococcic meningitis in children. 

The term “primary meningitis” frequently has been used when 
the manner of infection was undetermined. But meningitis may be 
properly regarded as a complication of a s) stemic disease or as a 
result of direct extension from some focus, as the ear or facial 
sinuses. In many instances of purulent meningitis® it is possible to 
cbtain a positive blood culture at the onset of the disease. However, 
it is not so simple to make a precise diagnosis if the etiologic factor 
is a virus, spirillum, fungus or some other uncommon organism. 
Moreover, an aseptic meningitis may cause confusion. Tetanus 
and also meningismus may be mistaken for meningitis. 

In contrast to some of the common contagious diseases, menin- 
gitis may be witnessed at any time after birth. When there ts 
such an occurrence in a child who is less than a week old, it is 
advisable to think of B. coli as the offender. Nevertheless, sta 
phyloccus aureus’ meningitis has been reported in a three-day in- 
fant and salmonella and pyocyaneous infections, during the first 
weeks of life. 

The signs and symptoms of meningitis in early infancy are not 
always the same as in children of more advanced years, Occa- 
sionally, there is no neurological evidence to suggest the presence 
of meningeal irritation. There may not be bulging or even tense- 
ness over the anterior fontanel. However, there is a septic type 
of temperature which may range from 99° to 103° F. daily and yet 
a physical examination fails to explain the cause of the illness and 
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perhaps the refusal to take nourishment. Under such circum- 
stances it is well to remember that the examination is not complete 
without a lumbar puncture. When that is done it may be found 
there is a purulent cerebrospinal fluid which contains [H. influenzae. 

Hemophilus influenzae infection has one particularly unusual 
characteristic among the more common meningitides. It seems to 
single out the very young for attack and is seldom witnessed in 
adults. It has been estimated that 90 per cent of the cases occur 
among those who are 5 years of age or less. Therefore age may 
be a factor in forecasting or excluding the kind of meningitis that 
a patient has. 

The onset of influenzal meningitis is usually very abrupt, with 
a temperature which may rise to 105° F. or more. At the same time 
there is occasionally a circumstance which is not likely to be 
observed in any other form of meningitis. The child develops a 
sudden edema about the glottis and, with neurological signs lacking, 
a diagnosis of laryngeal diphtheria is sometimes made. At this stage 
of the disease a blood culture is almost certain to disclose the 
influenzal bacillus. But, if the patient survives the respiratory 
threat against his life, stiffness of the neck and all the customary 
signs of meningitis become evident within the following 12 hours. 
Death is almost certain to intervene if a prompt tracheotomy is 
not performed. However, in the average case of H. influenzal 
meningitis, the abrupt onset with high fever is accompanied by 
deep stupor or coma and in infants there will be no tenseness or 
perhaps bulging over the anterior fontanel. The picture presented 
is similar to that of tuberculous meningitis with which the diagnosis 
is sometimes confused. 

With influenzal meningitis there are no petachiae, as a rule, 
to aid in a clinical diagnosis so a lumbar puncture is required 
for examination of the cerebrospinal fluid. The cell count generally 
is not as high as with most forms of acute purulent meningitis. 
Nevertheless, occasionally the polymorphonuclears approximate 
5,000. Organisms may be difficult to demonstrate on a stained 
smear, but a culture of the spinal fluid should supply the desired 
proof. Rarely, when the spinal fluid is examined early in the 
attack, lymphocytes are found to predominate and a mistaken diag- 
nosis of nonparalytic poliomyelitis is made. 

Although tuberculous meningitis may occur at any age, it is 
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encountered most frequently in children. But cases before one 
year have not often been observed among our hospital patients. 
With this disease the onset is more likely to be gradual rather than 
abrupt, as in most kinds of meningitis. For that reason the nature 
of the illness is not always recognized before the meninges are 
seriously involved. In the beginning, headache is the most constant 
complaint by those who are able to give an expression of their 
distress. Vomiting is also a common symptom and loss of weight 
may be noticeable before stiffness of the neck is disturbing to the 
patient or detected by a physician. In the meantime there will be 
a daily elevation and remission of temperature which may not rise 
above 103°F. 

With one exception, the cerebrospinal fluid of the tuberculous 
meningitis patient may resemble quite closely the cerebrospinal 
fluid of poliomyelitis. In each instance the spinal fluid is clear or 
has a ground glass appearance. Cell counts usually do not range 
beyond the hundreds and lymphocytes largely predominate as a 
rule. However, with either disease, polymorphonuclears may be 
supreme early, But the spinal fluid glucose is diminished and 
often lower in tuberculous cases than in any other form of menin- 
gitis, whereas in poliomyelitis the glucose is normal or even ele- 
vated. Nevertheless, confusion occurs in a differential diagnosis 
of these diseases, especially during the poliomyelitis season. This 
may be attributed partly to the fact that the tubercle bacillus is 
not detected on smear in more than 50 per cent of spinal fluids in 
tuberculous meningitis. 

If tuberculous meningitis is considered as a possible diagnosis, 
an x-ray of the chest may disclose a responsible focus. If the 


patient is an infant or young child, a Mantoux test is sometimes 


helpful in making a decision. It may also be advisable to obtain 
stomach washings. But in every instance a guinea pig inoculation 
should be made. 

There is one sign which has always impressed the writer as 
significant in making a clinical diagnosis. Inequality of pupils is 
fairly frequent with tuberculous meningitis during the early stage. 
It seems to be present more often in infants and young children 
than with older patients. Inequality of pupils is very rarely present 
with other forms of meningitis. If it occurs late, a brain abscess 


may be suspected. Some form of paresis or paralysis occurs more 
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frequently with tuberculous infections than with other kinds of 
meningitis. If tubercle bacilli are not readily found in the spinal 
fluid, it is well to make both a Levinson and a tryptophane test. 
A brain tumor or brain abscess may be a cause for uncertainty in 
diagnosis. 

Pneumococcic meningitis is also fairly common among the men- 
ingitides. And often it is witnessed independently of any lung 
infection. Whenever a meningitis patient has a history of a skull 
fracture, regardless of the time that may have elapsed since the 
injury, it is advisable to consider the pneumococcus as the most 
probable cause of the meningeal infection. This has been found to 
be true repeatedly in our hospital patients, Nevertheless, it is 
usually believed that the ear is most frequently the focus of infec- 
tion. There is nothing which can be said about the appearance of 
the patient that is characteristic. But recurrences or second attacks 
are more common than with other forms of meningitis. This 
applies to children as well as to older persons. An etiologic diag- 
nosis must be made by finding the organisms in the cerebrospinal! 
fluid. A blood culture early in the attack may also reveal pneu- 
mococci. 

From many standpoints meningococcic infections are the most 
important. First, they are, as a ruie, the only ones associated 


with meningitis which are designated as contagious. A second 


point is that meningococci generally account for more cases of 
meningitis than any other organisms. Moreover, the disease can 
be endemic, sporadic or epidemic.” And in the last event the car- 
rier rate in a community has been estimated to be as high as 
36 per cent of the population. Thirdly, this is the only form of 
meningitis that is likely to have petechiae in the skin and mucous 
men branes. Fourth, if petechiae® are present, a smear from one 
of the lesions often will demonstrate the organism. Under the latter 
conditions a lumbar puncture is not a necessity for a bacterial 
diagnosis. Also early in the course of the disease, especially if 
petechiae are present, a blood culture is frequently positive. A 
fifth point of special interest is that meningococci account for 
nearly all examples of the Waterhouse-Friderichsen syndrome. 
Based on the notations enumerated, it seems apparent that a 
prompt diagnosis is particularly urgent in cases of meningococcic 
infections if transmission of the disease is to be prevented. Further- 
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more, if petechiae are observed an accurate diagnosis should be 
much easier to make than in other forms of meningitis. But be- 
cause a patient does have petechiae, either with a meningococcemia 
alone or an accompanying meningitis, a number of errors occur. 
Meningococcic infections have been mistaken’ for measles, chicken- 


pox, smallpox, typhoid, typhus, subacute bacterial endocarditis, 


leukemia and various forms of purpura, as well as drug eruptions. 

Patients with the Waterhouse-Friderichsen syndrome may be 
in such profound shock that they die within a few hours and 
may not have been seen by a physician. Many times in the case 
of that syndrome the cerebrospinal fluid is clear and laboratory 
examination negative. 

Among the less common forms of meningitis in children not 
alluded to in the beginning of this discussion, pseudomonas aeru- 
ginosa (pyocyaneus), Friedlander’s bacillus, streptococcus and 
very rarely trichinae are the organisms responsible for the condi- 
tion. In case of the last named, unusual tenderness of muscles and 
puffiness about the eyes may suggest the possibility of trichinosis. 
Generally, without great difficulty, trichinae will be found in the 
cerebrospinal fluid. Also an eosinophilia should be expected. As a 
rule, among the infrequent kinds of meningitis, there are no char- 
acteristic signs which are likely to be an aid in forecasting an 
etiologic diagnosis. Therefore, a lumbar puncture and examination 
of cerebrospinal fluid is necessary. Previously, the ears were 
referred to where there is clinical evidence suggestive of menin- 
gitis. Their examination as possible foci of infection should not 
be neglected. We scarcely ever see a meningitis patient with a 
suppurative otitis media unless the ear is the focal point for the 
meningeal infection. This observation suggests that a culture from 
the aural canal may determine the nature of the organism that has 
invaded the meninges. As formerly indicated, the pneumococcus 
then is perhaps the first organism on which suspicion should be 
cast but streptococci may account for the condition. The organism 
may be identified on a smear, but a spinal fluid culture should 
be positive for confirmation. 

I have cited certain signs and symptoms which seem to be char- 
acteristic for several different kinds of meningitis. However, there 
are findings which are more or less common for all forms. In 
most instances the onset is abrupt. Even with tuberculous menin- 
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gitis such a history is occasionally given. Convulsions are always 
associated with infants and young children at the beginning of the 
illness, But after admission to hospital scarcely 10 per cent of the 
patients have convlusions. Aside from tuberculous patients, vomit- 
ing is not a common occurrence. Elevation of temperature is al- 
ways to be expected. It may gain a height of 105° to 106°F. 
before treatment is instituted. The patient may be comatose, wildly 
delirious, irrational or clear mentally. Stiffness of the neck is the 
most constant sign but may be absent in infants, as previously 
mentioned. The Kernig and Brudzinski signs are nearly always 


present. Reflexes may be exaggerated early in attack and absent 


later. Strabismus is not rare early in any form of meningitis and 
may persist for a number of days. 

When an etiologic diagnosis of meningitis is to be made, the 
two commonest forms, namely meningococcic and tuberculous, 
should be given first consideration. The presence of petechiae in 
the skin, and perhaps also in the conjunctivae, is usually sufficient 
to exclude the tuberculous. An x-ray film indicative of pulmonary 
tuberculosis nearly always points to the organism concerned with 
an existing meningitis. 

One might feel that a great deal of time and thought are ex- 
pended by undertaking to make a clinical diagnosis that will be 
confirmed by the laboratory. Sometimes the physician’s attitude 
is “have a lumbar puncture made and find out what the laboratory 
says.” And that might be a simple procedure in the hospital, but 
we do not believe it is a proper plan to advocate when teaching 
medical students. Furthermore, the physician who may be obliged 
to care for a patient at home is not likely to have a laboratory 
and a technician close at hand, In addition, the patient’s family 
may wish to know what kind of meningitis you propose to treat. 
Is it contagious? If so, what will you do to protect the family? 
Is the patient going to die or will he be a mental defective in 
case of survival? Some of these questions will be more readily 
answered if you have made a critical inspection of the patient. 

In my own city there are doctors who have a very large practice 
yet may seldom see a meningitis patient. Under such conditions 
it is not strange that an error in diagnosis can occur. Therefore, 
it is advisable to study carefully each meningitis patient and attempt 
to make a tentative diagnosis that will be upheld by the laboratory. 
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Ordinarily isolation regulations are required only for menin- 


gococcic patients. However, some of our states also classify tuber- 


culous meningitis as a communicable disease. If the patient has 
an open case of tuberculosis, justification for that action is appar- 
ent. The mere fact then that a meningitis patient may have a 
communicable disease emphasizes the importance of a prompt 
diagnosis. 

Our plan of treatment for all forms of meningitis is much the 
same. There is no intrathecal therapy*® and more than one spinal 
tap is rarely made. The chief variations in therapy are based on 
the selection of the remedy considered most appropriate. Usually 
it is not necessary to conduct a series of sensitivity tests before 
beginning treatment because generally the results of scientific in- 
vestigations have demonstrated the effectiveness of several sul- 
fonamides and antibiotics which are capable of bringing about re- 
covery of the patient concerned. Nevertheless, if there does not 
seem to be the proper response to the remedy being used, then 
sensitivity tests should be conducted. 

For meningococcic infections, antimeningococcus serum or men- 
ingococcus antitoxin® is not likely to be obtainable even if the 
physician desired to use it. But almost any of the sulfonamides 
can be prescribed, including sulfathiazol,” if there is a preference 
for a sulfa drug. Before development of the antibiotics we had 
excellent results with either sulfadiazine or sulfathiazole, although 
an inscription on the package of the latter said “do not use for 
meningitis.” The warning was issued because sulfathiazole did 
not readily pass into the cerebrospinal fluid but its accomplishments 
were of a superior order. Hematuria was a frequent occurrence 
with the sulfa drugs and, even on rare occasions, blocking of 
ureters with crystals was reported. At present the sulfonamides 
are seldom used in our contagious disease hospital because we he- 
lieve the antibiotics are preferable. 

Penicillin, aureomycin or terramycin"™ are the antibiotics most 
likely to be thought of in connection with meningococcic meningitis. 
Some physicians still administer penicillin intrathecally as well as 
by other routes and perhaps for that reason give it preference. 
However, penicillin, intraspinally, is a procedure which can lead 
to disastrous results.” But if penicillin is favored it must be given 
in massive doses, perhaps several million units daily to bring about 
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recovery. With penicillin a sulfonamide is often selected because 
of a synergism believed to exist when these remedies are given in 


combination. 

Aureomycin or terramycin is particularly effective against the 
meningococcus. These drugs may be prescribed intravenously or 
orally under suitable conditions. For infants and young children, 
oral administration of medication is not always satisfactory. The 
child may resist treatment and a portion of the dose may be lost, 
or the patient unobserved may expectorate the dose of medicine 
which has been held in the mouth. Sometimes infants regurgitate 
or vomit shortly after medication has been swallowed. In any such 
instance the beneficial effects of the remedy are mitigated or de- 
stroyed. Chiefly, on account of those reasons, oral medication 
for seriously ill infants or children is ill advised if other methods 
can be adopted. 

As a rule our patients are given the initial dose of the chosen 
remedy intravenously. If necessary a cut-down is made on a 
suitable vein to introduce the needle, generally, on the dorsum of 
the foot or perhaps on the forearm or back of the hand. If the 
dilution is 1 cc. or more of 5 per cent dextrose to each milligram 
of the drug there is not likely to be any difficulty in regard to 
thrombosis. Nevertheless, it is a good precaution to discontinue 
medication by vein as soon as possible if another route is satis- 
factory. Because some of the antibiotics can be injected in the 
muscle, a change in method of administration may be a simple 
matter. However, the oral route is satisfactory only if it is known 
the drug is retained. It should not be given on an empty stomach. 

Dosage of the antibiotic is commonly based on body weight and 
a scale of 50 milligrams of the drug per kilogram often used. 
However, we usually pay more attention to the severity of the 
disease and the age of the patient. An infant may receive as little 
as 125 milligrams of aureomycin or terramycin for the initial dose 
but in most instances it will be double that amount. Thereafter 
the dosage may be decreased or continued unchanged, depending 
on the condition of the patient, and prescribed at 6-hour intervals. 
Duration of medication ranges from 6 to 10 days for most patients. 
It is discontinued when temperature has remained normal for 48 
hours. 

a sulfona- 
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mide as well as several antibiotics for the treatment of meningitis, 
a single remedy is generally sufficient. And with a multiplicity of 
(rugs the possibility of antagonistic action may require considera- 
tion. Sedatives are very seldom required for meningitis patients. 
Morphine should never be used, as it depresses respiration and 
tends to increase edema of the brain. Prescribing of antipyretics 
is illogical. A high fever of a meningitis patient is almost certainly 
due to that disease. If the remedy prescribed is effective in com- 
bating the organism reponsible for the meningitis, the tempera- 
ture will subside. No additional drug is required to lower the 
temperature. 

For many years the dangers of intracranial pressure were con- 
tinually emphasized. In respect to such occurrences some have 
altered their views very little and feel that frequent lumbar punc 
tures for drainage are needed, Nevertheless such practices were 
discontinued nearly 20 years’! ago for my patients at County 
Hospital. Nor should it be necessary to withdraw cerebrospinal 
fluid at intervals in order to have a laboratory technician inform 
the physician whether his patient is gaining or losing ground in 
the battle for recovery. Another purpose for making lumbar punc- 
tures may be to determine the level in the spinal fluid of the drug 
which is being administered. But a satisfactory estimation can be 
made by obtaining a blood level which usually exceeds the spinal 
fluid level by 25 to 50 per cent. However, the concentration of 
the drug in cerebrospinal fluid about the brain cells may not be the 
same as in the lumbar region. Therefore it may be argued that 
withdrawal of spinal fluid by lumbar puncture to determine drug 
levels can not be true indications of concentrations in the cere- 


brospinal fluid throughout its circulation, and consequently are 


of little value. 

Most of the deaths attributable to meningococcic infections are 
due to the Waterhouse-Friderichsen syndrome in which there are 
massive hemorrhages in the adrenal glands. Shock is the predomi- 
nating symptom that calls for treatment, but although recoveries 
have been reported, a fatal termination is usual and may occur 
within a few hours after onset of the illness. If life is prolonged, 
cortisone may be given in 25 milligram doses 3 to 4 times daily, 
and is believed to be of value. For many years we used cortical 
extract which never impressed me as being helpful. Artificial 
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respiration may be necessary and blood transfusions an aid in addi- 


tion to terramycin or aureomycin, intravenously. It is also well 
to place the patient in an oxygen tent, but survival is extremely 
doubtful. 

H. influenzae meningitis can be cured with aureomycin, terra- 
mycin or chloromycetin. In a single instance, where achromycin 
was the remedy, a remarkable recovery occurred in one of our 
patients. Although good results have been obtained with strepto- 
mycin” there is no need of using that drug now. Streptomycin 
and dihydrostreptomycin should be avoided, especially for infants 
and young children, if it is possible to do so, If from the use of 
those drugs there is loss of hearing in an infant, the child may 
grow up as a deaf mute. 

For pneumococcic meningitis we have had good results with 
penicillin, terramycin and aureomycin, If penicillin is selected, 
massive doses are required but if desired all can be given by the 
intramuscular route. Usually sulfadiazine or gantrasin is given in 
combination if penicillin is used. When the diagnostic lumbar 
puncture is made, the cerebrospinal fluid examination often seems 
to be of value for prognosis. If there is a high cell count, but 
few organisms found on smear, the outcome should be favorable, 
but if the cell count is low, less than a thousand, and diplococci 
very numerous, the prognosis is not good. These signs seem 
fairly dependable, regardless of the patient’s age. 

In the past some excellent results were reported with the use 
of sulfonamides and penicillin in combination for treatment of 
pneumococcic meningitis in infants under one year of age. Peni- 
cillin was given intrathecally and that route was considered to be 
of great importance. But the length of time required for recovery 
seems to be much less without intrathecal therapy when some of 
the newer antibiotics are prescribed. However, no one should 
expect any kind of meningitis to be subdued completely within 3 
to 4 days. But there always seems to be an urge to use the needle. 
At present, the younger physicians, in particular, are likely to feel 
that if an infant with meningitis has a temperature above normal 
after 7 days treatment that there must be a subdural effusion and 
a puncture made to test that possibility. It is my opinion that the 
dangers from subdural effusions are magnified and that too many 
exploratory punctures are being made. 
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Tuberculous meningits manifests greater resistance to treatment 
than any of the ordinary forms of meningeal infections. Never- 
theless it is often surprising to see what can be accomplished with 
prolonged therapy. Some of our best results have been brought 
about by intramuscular streptomycin as the sole remedy. Even 
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patients with a miliary tuberculosis have recovered—not merely 


“survived” as is sometimes said. But improvement is slow and 3 
to 4 months of therapy have been necessary. After that time 
isoniazid orally may be prescribed for an additional period depend- 
ing on the patient’s condition. 

For a young child our dosage of streptomycin has varied from 
0.5 gram to 1.0 gram daily. For older patients a dosage of 1 to 2 
grams daily was used. Only on a few occasions was dihydrostrepto- 
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mycin given. More recently some of the patients have also received 
both paraminosalicylic acid and isoniazid, the dosage for the latter 
drugs being one dram t.i.d. and 25 milligrams t.i.d., respectively. 
In a few foreign countries both of these two drugs have been 
administered intravenously and isoniazid also prescribed intrathe- 
cally. From time to time in the course of treatment a blood trans- 
fusion is beneficial if a patient does not respond rapidly. 

The prognosis for the colored race is considered less favorable 
than for the white with tuberculous meningitis. Nevertheless, most 
of our patients have been negroes. Yet it seems to be true that 
a white patient responds to treatment more rapidly. 

Many innovations have been tried for the treatment of tubercu- 
lous meningitis, including burrows in the skull for introduction 
of remedies and injecting tuberculin intraspinally. However, we 
feel that the methods I have briefly described are fairly satisfactory. 

Sometimes the statement is made that every meningitis patient 
has encephalitis. It has also been asserted that sequellae affecting 
the mental faculties are more frequent since the introduction of 
modern drugs than formerly. Among the patients who have come 
under my observation there has been no evidence produced to 
substantiate either of those beliefs. 


COM MENT 


Clinical signs of meningitis in infants are not always apparent. 
In older children, certain characteristics can be observed some- 
times which point to the bacteriologic diagnosis. A lumbar punc- 
ture should be required only when it is necessary for a bacteriologic 
diagnosis which can not be determined without examination of 
the cerebrospinal fluid. 

Intrathecal therapy is not needed’® for the successful treatment 
of any kind of meningitis. With intrathecal therapy complications” 
are more numerous. 
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TOXOPLASMOSIS IN RELATION TO MENTAL DEFICIENCY. 
(British Medical Journal, London, 1: 702, March 28, 1953). Of 
698 mentally deficient patients, most of them children, 55 showed 
positive toxoplasmin skin and dye reactions. The incidence of 


positive reactions increased with advancing age. The 55 positively 
reacting patients were examined physically, ophthalmoscopically, 


and radiologically for signs of toxoplasmosis. The criteria cited 
by Sabin in 1948 served as a guide, They include internal hydro- 
cephalus or microcephaly, chorioretinitis with predilection for the 
macular rgion, convulsions and other signs of involvement of the 
nervous system, and cerebral calcification. In two cases eye lesions 
suggestive of toxoplasmosis were found. Radiologic examination 
and lumbar puncture showed nothing suggestive of toxoplasmosis. 
In none of the cases could the mental defect be definitely attributed 
to toxoplasmosis. In some cases other causal factors were present, 
for example, epiloia (tuberous sclerosis), phenylketonuria, or 
mongolism. It was concluded that in mental institutions or else- 
where a positive toxoplasmin reaction is acquired like a positive 
Schick reaction with increasing age and is very infrequently asso- 
ciated with clinical toxoplasmosis, and that toxoplasmosis is not a 
common cause of mental defect.—Journal A.M... 
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PEDIATRICS AT THE TURN OF THE 
CENTURY 


From time to time the Archives, which was the first Children’s Journal 
in the English language, will reprint contributions by the pioneers of the 
Specialty over fifty years ago. It is believed that our readers will be inter- 
ested in reviewing such early pediatric thought. 


PRIMARY ADENOSARCOMA OF THE LIVER* 
Report oF CASE IN A CHILD oF NINE MonrtTHs 
L. Emmett Hort, M.D. 
New York. 

The patient was a male child admitted to the Babies’ Hospital 
April 4, 1904, on account of an abdominal tumor. 

The parents were both living and healthy, also one other 
child; there was a history of tuberculosis in the father’s family, 
but nothing else which bore even remotely upon the case could be 
ascertained. The patient was born at term after an easy labor, 
had been breast-fed and was reported always to have been a pale 
child but well nourished and had gained steadily in weight. The 
child did well up to the age of seven months when, on account of 
some digestive disturbance, chiefly vomiting, bottle-feeding was 
substituted for part of the nursings. The vomiting had recurred 
at varying intervals until the patient was admitted. The stools 
were green and undigested and the child lost weight, though not 
rapidly. The only symptoms noticed had been this disturbance 
of digestion until the week before admission, when a tumor of the 
abdomen was discovered on account of which the child was sent 
to the hospital. 

The examination on admission showed a well developed but 
pale and rather poorly nourished child; weight 1514 pounds; four 
teeth; nothing abnormal in heart or lungs. The abdomen was 
moderately distended, being distinctly more prominent on the 
right side than on the left. Here was felt a large tumor form- 
ing a hard mass extending, at the ensiform cartilage, about two 
inches to the left of the median line; at the umbilicus, a little to 
the left of the median line. Its lower border extended in a curved 


direction from just below the umbilicus to the crest of the ilium. 


*Read before the Sixteenth Annual Meeting of the American Pediatric Society 


Detroit, Mich., June 1, 1904. 
Reprinted from ARCHIVES OF PeEpraTRics, 22: 248-256, April 1905. 
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Its surface was smooth and semi-elastic. Continuous flatness on 
percussion extended from the sixth rib to the lower border of the 
tumor. A mass was felt in the left side of the abdomen corre- 
sponding to the spleen. Neither by palpation or percussion could 
the liver be made out as separate from the tumor. The skin 
over the abdomen was normal except for a slight distension of 
the superficial veins. No other masses could be felt in the ab- 
domen or in the pelvis; genitals normal. There was slight edema 
of both feet and legs; no paralysis. There were no nodular en- 
largements except slight ones in the cervical region, The examina- 
tion of the blood showed hemoglobin, 55 per cent.; leukocytes, 
17,000; fresh blood, normal. 

An exploratory needle was passed into tumor about its mid- 
dle and 2 cc. of bloody fluid withdrawn. The microscopical ex- 
amination showed, red blood cells, fatty liver cells, fat droplets 
and small round mononuclear cells. Culture sterile. 

After the child had been under observation for three days, as 
it was growing steadily worse, exploratory incision was decided 
upon. Up to this time slight fever had been present, 100°-101°F., 
and occasionally vomiting, but there was no jaundice; no ab- 
sence of bile from the stools was noticed. The child looked very 
sick ; took food very badly. 

The operation was performed by Dr. A. L. Fisk under cocain 
anesthesia. A transverse incision was made about two inches be- 
low the costal margin over the most prominent part of the tumor. 
The tumor was found t> be, as had been suspected, an enlarged 
liver, surface smooth aud glistening. The liver was aspirated in 
various directions, but no pus found; but at one point, which 
seemed softer than the rest, an opening was made and a drainage 
tube inserted into the substance of the organ. This passed into 
a cavity apparently made up of broken down liver tissue as from 
it a grumous material was discharged, but no pus. 

Considerable shock followed, but on the whole child bore it 
very well. After the operation the child lived thirteen days with 
a continuous but irregular temperature, steadily increasing pros- 
tration and gradual though not rapid loss in weight. Five days 
after the operation the leukocytes were 13,000. There were no 


local symptoms of importance; the wound was dressed daily and 
did well. The tumor did not change essentially in appearance. 
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There was occasionally vomiting but no diarrhea and little ab- 
dominal distension. The liver seemed slightly smaller during the 
last few days. Death occurred from exhaustion. 


PATHOLOGICAL REPORT 


Autopsy, twelve hours after death. Body, well nourished; 
edema of feet and hands; operation wound 4 cm. long to the right 
and above the umbilicus. Wound normal. 

Liver. Measures 19 cm. long, 21 cm. wide, 10 cm. thick ; weight, 
735 grams; of a light brown color, anterior surface mottled, with 
lighter and darker areas. There was a rounded, bulging and ap- 
parently fluctuating mass measuring 9 x 7 cm., which projected 
somewhat above the level of the rest of the organ. This extended 
nearly to the lower border of the liver. The lower border of the 
liver is sharp not rounded. The operation wound, 2 cm. long, 
penetrates the softened prominent tumor mass at its centre. The 
anterior part of this protruding tumor fluctuates, but this is due 
to necrosis; the rest of the tumor, exposed by section of the liver, 
is a firm, nodular, yellowish-white color mottled with larger and 
smaller hemorrhagic areas and separated from the liver substance 
by thin capsule. The softened portions are limited to the anterior 
part. In the interior there are found only a few scattered softened 
nodules, some of which are black in color from hemorrhage. The 
liver substance outside the growth is firm and moderately fatty. 
The posterior surface of the liver shows a mottling due to the 
presence of the tumor. Near its upper border are three small sepa- 
rated yellow nodules. The liver capsule is smooth, there is no 
peritonitis and apparently no thickening of the interlobular con- 
nective tissue septa. Gall bladder 4 cm. long contains fluid bile; 
ducts are all pervious. 

There was a slight recent pericarditis and a moderate broncho- 
pneumonia. All the other viscera were essentially normal, except 
the kidneys, which showed slight recent nephritis, no metastasis 
being present anywhere. 

Cultures from the heart, liver, spleen and kidneys gave a pure 
growth of the streptococcus pyogenes. This was evidently a 
terminal infection. 

Microscopical Examination. In sections from the periphery of 
the tumor, the capsule is seen to be composed of a layer of cirrhotic 
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liver substance in which newly-formed bile ducts are found in small 
numbers. The growth is made up of lobules of liver cells, arranged 
in atypical columns; the central vein is often at one side of the 
lobule, and again it cannot be found. Small interlobular blood 
capillaries are numerous, and many small hemorrhages have taken 
place in and between the lobules. The epithelial cells show many 
karyokinetic figures. 

Sections from the softened hemorrhagic portion near operation 
wound showed two varieties of cells. The epithelial cells resembling 
those of the liver are arranged in the adenomatous lobules as in 
the rest of the tumor. In addition there are irregular, larger and 
smaller masses of round cells whose nuclei stain deeply and are 
comparatively large. These cells lie in a very delicate stroma of 
connective tissue fibrils. Small blood vessels are very numerous, 
and hemorrhages into the tissue have taken place. The softened 
areas seen in the gross specimen are due to large hemorrhages in 
this portion of the growth which is evidently a small round cell 
sarcoma. The sarcoma nodules lie between the adenomatous ones 
and in places they grow into the latter, i.e., between the columns 
of epithelial cells are irregularly-sized sarcoma nodules. At the 
capsule the sarcoma cells infiltrate the connective tissue for some 
distance in contrast to the adenoma which is sharply limited. 

The liver substance outside the tumor maintains its lobular 
structure perfectly. The liver cells contain smaller and larger fat 
droplets, especially at the periphery of the lobules. The connective 
tissue septa are not thickened—there is no general cirrhosis. 

Remarks. No exactly similar case can be discovered in medical 
literature. But two liver adenomata in children have been found 
recorded: one aged twenty months in which Weichselbaum made 
the microscopic examination, and the other in a boy of twelve 
years, described by Pye-Smith. 


The case here reported would come under the head of the hepato 
adenoma proprium of Witwicky, the cells of the neoplasm origi- 


nating from those of the liver, as distinct from the epithelium of 
the bile ducts, and being arranged in columns. Such growths do 
not become malignant and form no metastases. 

Primary congenital sarcomata of the liver have been described 
by Pepper in an infant eight weeks old; by Heaton at the same 
age; by Parker in a baby of three weeks, Pepper at seven weeks, 
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Gee at five months and by De Ruyter. All of these were round- 
celled sarcomata. Meisenbach’s case, four months old, was a 
myxosarcoma. Windrath describes a spindle-cell sarcoma in a baby 
less than one year old. Bauman and Forbes’ case eleven months 
old, was a round and spindle-celled sarcoma. West’s case, eight 
months old, was a medullary sarcoma. Henoch gives no micro- 
scopic details of the sarcoma he reports in a child of two and a 
half years. Roberts reports a medullary sarcoma in a girl twelve 
years old. Several of these cases were accompanied by metastases 
in the suprarenal capsules and in the lung. In addition to these 
primary cases quite a large number of secondary sarcomata in the 
liver in children have been reported. 

The combination of adenoma and sarcoma would seem to be 


“| unusual among the tumors of the liver occurring in infants. The 
=. presence of a distinct capsule around the whole neoplasm, and, the 
iq fact that the sarcoma is not found in all parts but only in the cen- 


tral zone, would seem to argue that the adenoma was the original 
process, to which the sarcoma was added at a somewhat later date. 


FATAL GENERALIZED VaccINnIA. (Archives of Disease in 
Childhood, London, 28:110, April 1953). A fatal case of general- 
ized vaccinia is reported in an 11-week-old baby girl. Secondary 
lesions developed around the vulva and the anus and on the dorsum 
of the left hand two weeks after vaccination against smallpox, and 
widespread cutaneous lesions appeared on the right hand and the 
face until death occurred five weeks later. In the course of a 
normal vaccination, virus-neutralizing antibodies appear in the 
blood at about 12 to 14 days and continue to rise until about the 
21st day, when they attain a steady level. Such neutralizing anti- 
bodies failed to develop in the serum of the authors’ patient and 
electrophoretic analysis showed complete absence of gamma 
globulin. Treatment with penicillin and aureomycin was ineffective, 
as were transfusions of blood from recently vaccinated donors and 
intramuscular administration of 750 mg. of gamma globulin. It 
would seem that hyperimmune animal serums or convalescent 
serum from a recent case of smallpox should be given in large 
doses at frequent intervals. The possibility of replacement trans- 
fusions should be considered if serum is not available-—Journal 


A.M.A. 
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DEPARTMENT OF ABSTRACTS 


Jounson, A. M. AND Szvurek, S. A.: ETIOLOGY OF ANTISOCIAL 
BEHAVIOR IN DELINQUENTS AND PsyCHOPATHS. (Journal Ameri- 
can Medical Association, 154:814, March 6, 1954). 

We have assimilated material from more than a decade of re- 
search and collaboration dealing with the cause of antisocial be- 
havior in “good” families. The same cause is involved in the de- 
linquent and in the psychopath, who is just a delinquent grown 
older. Of course, the more private family delinquencies in some 
instances may overlap the sociologic or gang antisocial behavior. 
By means of simultaneous psycho-therapy of the parents and the 
child, we observed that the parents unwittingly condone and foster 
the child’s living out the parents’ own poorly inhibited antisocial 
impulses, so that the parents may achieve vicarious gratification. 
This obtains for stealing, recurrent fire-setting, sexual destructive- 
ness, vandalism and serious recurrent criminal behavior. A defect 


in conscience is permitted to develop in the child by the parents so 
that the parents unconsciously can achieve pleasure by permitting 


the child to misbehave seriously. The frequent parental hostile de- 
structiveness toward the child who is the scapegoat and the unique 
significance of the choice of this particular child as scapegoat always 
can be discovered by thorough study of the parents. A multiplicity 
of variables of mixed quality and quantity enters into the family 
rearing of any child, but the specific stimulus for the actual living 
out of a child’s antisocial behavior is the unconscious, less often 
conscious, sanction from the parent. This specific behavior of the 
child is traceable to a specific defect in the parents’ own conscience 
or integration in this area of behavior. It is advocated that there 
be a disseminated knowledge of these origins of delinquency, aimed 
at the erection of parental conscience barriers against the fostering 
of vicarious misbehavior, since such behavior may be transmitted 
from generation to generation through interpersonal living. In- 
dividual neuroses that may result, regardless of their severity, are 
more amenable to treatment than is the delinquency complex. 
AUTHORS’ SUMMARY. 
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B. aNp Jonsson, B.: LATE PROGNOSIS IN AS- 
rH¥XIA NEONATORUM. (Acta Paediatrica 42:398, Sept. 1953). 

Eighty-five children treated at a children’s hospital for asphyxia 
neonatorum were subjected to a follow-up examination. Eighteen 
died during the newborn period. Sixty-five of the 67 survivals 
were followed up. Among them 18 showed signs of a permanent 
cerebral injury (spasticity, mental retardation, convulsions). The 
late prognosis was correlated to different clinical symptoms during 
the newborn period. Children with convulsions, changed tonus, 
bulging fontanel, reduced sucking capacity have a conspicuously 
bad prognosis. AuTHOrRS’ SUMMARY. 


BicKeEL, H.; GERRARD, J. AND HIcKMANS, E. M.: Tue IN- 
FLUENCE OF PHENYLALANINE INTAKE ON THE CHEMISTRY AND 
BEHAVIOUR OF A PHENYLKETONURIC CuILp. (Acta Paediatrica, 
43 :64, Jan. 1954). 

Phenylketonuria is a not uncommon cause of mental deficiency 
(there are probably 1600 cases in Great Britain alone). On the 
supposition that the high level of phenylalanine or its breakdown 
products in the blood and cerebrospinal fluid might be responsible 
for the mental retardation in this disorder, we have treated a 
two-year-old child with a diet low in phenylalanine. The intro- 
duction of this diet was associated with an appreciable improve- 
ment in the patient’s mental status and a fall in the level of 
phenylalanine in the blood and urine. When phenylalanine was 
again given in fairly large amounts, there was an immediate and 
dramatic deterioration in the child’s mental and biochemical con- 
dition. A similar phenylalanine intake produced no clinical re- 
action in a control child. The main source of aminoacids in the 
diet was an acid casein hydrolysate which was specially created 
to remove phenylalanine. The aim of the phenylalanine-poor diet 
was to keep the phenylalanine blood level as near the normal range 
as possible. The preparation of such a diet presents little diffi- 
culty, if a phenylalanine-free casein hydrolysate is available. Its 
value in the treatment of other children is at present being in- 
vestigated ; it seems reasonable to assume that patients in the first 
2 years of life will benefit most. 

SUMMARY. 
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Are you proud that he has everything he 
needs as he starts the adventure of each 
day at school? Be prouder still of 
something hidden under his trim 
jacket—the stout heart that sends him 
off unafraid and eager. 


This, too, you have given him because 
your love has made his small world 
secure. With it, he will build his own 
security as each challenge comes, in 
those days when he must stand alone 
without you. 


What finer gift can you give those you 
love than the gift of security? It is 
the great privilege in America, 
where we are free to provide it. 


And think, too—this is the way 
each of us helps build the security 
of our country, by simply taking 
care of our own. A secure America 
is the sum of its secure homes. 


The security of your country 
begins in your home. 


Saving for security is easy! Here’s a sav- 
ings system that really works—the Payroll 
Savings Plan for investing in United States 
Savings Bonds. ° 

This is all you do. Go to your company’s 
pay office, choose the amount you want to 
save—a couple of dollars a payday, or as 
much as you wish. That money will be set 
aside for you before you even draw ycur 
pay. And automatically invested in Series 
“E” Savings Bonds which are turned over 


to you. 


If you can save only $3.75 a week on the 
Plan, in 9 years and 8 months you will have 
$2,137.30. 

U. 8, Series “E” Savings Bonds earn 
interest at an average of 3% per year, 
compounded semiannually, when held to 
maturity! And they can go on earning 
interest for as long as 19 years and 8 
months if you wish, giving you back 80% 
more than you put in! 

For your sake, and your family’s, too, 
how about signing up today? 
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the newest dosage form of the - 


newest basic broad-spectrum antibiotic 


PEDIATRIC 


(BANANA FLAVORED) 


Now infants and young children can receive the basic benefits of TETRACYN with the basic ease of 


pediatric drop administration. TETRACYN is well tolerated in all its dosage forms. 
“Clinically, tetracycline was tried on-25 infants and children (ages 6 weeks to 8 years) with 
a variety of microbial infections, including pneumonia, upper respiratory infections, conjunctivitis, 
gastroenteritis, diarrhea, and gangrenous appendicitis. Twenty-three of them were definitely im- 
proved with restoration of normal temperature in one to three days.”* 
SUPPLIED: Tetracyn Pediatric Drops (banana flavored) 1.0 Gm. in 10 cc. bottle, 100 mg. tetracycline 
(amphoteric) per cc., with special dropper calibrated at 25 mg. and 50 mg. 
ALSO AVAILABLE: Tetracyn Tablets (hydrochloride) (sugar coated) 250 mg., 100 mg. and 50 mg. 
Tetracyn Oral Suspension (chocolate flavored) Bottles of 1.5 Gm. 
Tetracyn Intravenous (hydrochloride) Vials of 250 mg. and 500 mg. 
Tetracyn Ointment (hydrachloride) (topical) 30 mg./gram, in 42 oz. and | oz. tubes 
Tetracyn Ophthalmic Ointment (hydrochloride) § mg./gram, in % oz. tubes 
*Lawler, EB. G. et al.: Clin. Med. 61:207 (March) 1954, 
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